drawings of microscopic preparations. He pointed out that the intramural plexuses of fine lymphatics did not have a very long course along the length of the bowel, but were partially separated into systems each occupying a short zone of bowel, and draining by larger trunks to glands lying outside the bowel.
The most important of these was the ano-rectal group of ten to fifteen glands lying just above the levator ani. In all the specimens of cancer of the rectum he had examined these glands were infected by cancer cells, even when no other deposits were to be found. From the ano-rectal glands cancer might spread in three directions-upwards along the retro-rectal glands, laterally to the glands in the pelvis as far out as the obturator vessels, and downwards to the fat and glands in the ischio-rectal fossee. From the retro-rectal glands the cancer cells might find their way to the paracolic glands higher up, so that the latter were not necessarily infected in series; it followed that one could not argue from the fact that the paracolic glands attached to a short section of excised bowel were free from cancerous deposit, that other glands higher in the paracolic chain were also free. Photographs of two specimens excised at operation were then shown. The first exhibited a secondary spread of the cancer upwards, laterally and downwards-widespread dissemination in spite of the fact that it was an early case. In the second the primary growth had extended around three-quarters of the circumference of the bowel. Microscopic examination showed that the cancer cells had already passed through the muscular coat of the bowel and lymphatics. Spread was taking place, though judged by clinical standards the growth was an early one, since it was freely movable. Fixation of a growth in the rectum indicated the passage of the cancer process through the fascia propria of the rectum and also indicated a widespread dissemination and a grave prognostic outlook, even after a very radical operation. Mr. Miles maintained that the mesentery of the rectum and sigmoid in cancer of the rectum were comparable to the axillary contents in the case of cancer of the breast, and that it (the mesentery) should be removed as widely as possible in all cases, early or late, whether the contained glands were obviously infected or not. Nothing less was performed in breast cancer and nothing less should be performed in cancer of the rectum. The perineal operation failed in this important respect; he therefore practised and advocated the abdomino-perineal operation.
Mr. J. P. LOCKHART-MUMMERY said that he performed the operation advocated by Mr. Miles twenty years ago, but had abandoned it since 1913, except for the high cancers at the rectosigmoidal junction. For cancer in the latter locality he recognized that it was the logical treatment and still performed the operation, but for other cancers of the rectum he had abandoned the abdomino-perineal operation in favour of the perineal, which was attended with a lower mortality and was applicable to a larger proportion of cases. There were many advantages in having a standardized operation in which the various technical details did not vary. He performed the perineal operation in two stages. The first was a colostomy, and the second, fourteen days later, was the excision, in one piece, of the rectum and as much of the sigmoid and its mesentery as could be brought down together with the anus and surrounding skin, the contents of the ischio-rectal fossee, and parts of the levatores ani. This operation removed all the glands primarily infected and some of those in the second group. He used spinal aniesthesia in conjunction with gas and oxygen for men, with "twilight sleep " for women.
The patient was able to get up fourteen days later and to go home within a month. The mortality of this operation, taking all cases, private and hospital together, was 9'3 per cent. The recurrence figures were surprisingly low. During the years 1915-19 sixty-five cases were submitted to this operation, of whom thirty were alive and well five years later. He thought that these figures were as least as good as those obtained with the abdomino-perineal operation.
Dr. W. H. KIGER (Los Angeles)
said he considered that Mr. Miles's operation was the best and most thorough that had yet been devised. He had been working on different lines and had had a considerable degree of success from the slow " cooking" of rectal cancers by low temperature heat. This method was based on the lower degree of resistance to heat of the cancer cell compared with the normal, and was advocated only for inoperable or for very early cases, when the patient refused an operation involving colostomy. He used electric cauteries introduced through a water-jacketed speculum. (These instruments were exhibited.) Although many of his cases appeared to be quite hopeless, he had six or eight patients alive and well five years after the destruction of a rectal cancer by slow cooking.
Mr. SWINFORD EDWARDS said that while recognizing the merits of the abdomino-perineal operation from a theoretical or pathological point of view, he held that very good results could be obtained from a much less drastic procedure. He could recall three eases he had dealt with many years ago by local excision through a linear proctotomy with complete restoration of the bowel and a normal anus. He was uncertain of the fate of the third patient, but he knew that two were alive and well to-day. The perineal operation which he had largely practised (a modification of Kraske's) aimed at retaining the normal anus whenever possible-a very important matter from the patient's point of view. This operation, whilst obviously very incomplete from a pathological aspect, had given a cure-rate at three years of 45 per cent. in proven cancers, with a mortality of only 5 per cent. After seeing Mr. Miles's diagrams, he was convinced that he must almost invariably have left many secondarv cancerous deposits in lymphatics. From this he could only conclude that these secondaries must in many cases wither up and become inert. He felt very strongly that when so great a degree of success attended these very limited operations, it was unjustifiable to submit patients to a proceduro with a mortality of 20-30 per cent., even in expert hands, however perfect that operation might be from a pathological standpoint.
Mr. G. GREY TURNER (Newcastle-upon-Tyne).
As a contribution to the subject under discussion I propose to show you lantern slides of a few specimens removed by the lower route, with the afterhistory of the patients concerned.
The first slide is a very.typical growth of the lowest part of the rectum and the anal canal. It was removed from a patient, aged 54, in October, 1915. The man was suffering from a very bad chronic bronchitis and was generally in poor health. A rather limited sacral excision was performed and the operation completed by making a sacral anus. The man nmade an uninterrupted recovery, and at the present time, eight years and
